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PA I N  D I A R Y
Use this pain diary and pain rating scale to record your pain. 

(You may want to photocopy this sheet before writing on it.)

Date Time Pain
Rating
(0-10)
see scale

Pain medication
(name, dose, 
how often taken)

Other 
pain-relief
methods tried

Side effects
from pain
medication

June 6
(Example)

8 am 6 M o r phine 30 mg every 4 hrs m a ss ag e c o n st ipat i o n



Doctor’s Name __________________________________________________________

Address__________________________________________________________________

_________________________________________________________________________

Phone ___________________________________________________________________

Nurse’s Name____________________________________________________________

Address__________________________________________________________________

_________________________________________________________________________

Phone ___________________________________________________________________

Pharmacist’s Name ______________________________________________________

Address__________________________________________________________________

_________________________________________________________________________

Phone ___________________________________________________________________

Other ___________________________________________________________________

Address__________________________________________________________________

_________________________________________________________________________

Phone ___________________________________________________________________

Questions to Ask ________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________


